
S t a t e  Connecticut Addendum Page i 
t o  Attachment 3 . 1 - A  

A M O U N T ,  DURATION AND SCOPE OF SERVICES P R O V I D E D  
C A T E G O R I C A L L Y  N E E D Y  GROUP(S) : ALL 

1. -I n p a t i e n t  %spital Services-

(See SupplementW i t h  Limitations Pages 1 and 2 t o  Attachment 3 .1 -A ,  
AddendumPage 1) .  

2 .  OutpatientHospitalServices 

a .  No more t h a n  one (1) v i s i t  per day t o  the same outpatientclinic. 

b. 	 No more than  one (1) psychiatric/psychological reevaluationperyear 
perhospital for the same recipient. 

3. OtherLaboratory and 'X-Ray Services 

No limitation on services. 

4 .  a .  No Limitations 

4 .  b. EPSDT 

With Limitationsasdescribed i n  theotherbenefitareasexcept where 
such limitationsare precluded for EPSDT purposes by Federal 
Regulation. 

4 .  c. Family P l a n n i n g  Services 

T h e  Department will no t  pay for any procedures or services of an 
unproven,experimental or researchnature. 

5. Physicians'Services 

a .  	 The Department willnot pay for  any procedures or services of any 
unproven,experimental or researchnature. 

more thanb. 	 The Department will pay for  no four ( 4 )  routine medical 
v i s i t s  d u r i n g  any twelve (12)  month period forTi t le  XIX patients
residing i n  homes for the aged. 

c. The Department will pay for nomore t h a n  one radiationtreatmentper
day. 

d .  	 The Department will n o t  pay for  a brainstem evoked responserecording
and a computerized axiel tomography scan w i t h  myelography when 
performed w i t h i n  three ( 3 )  monthsofeach other. 

e.  	 The Department willnot pay fortranssexualsurgery or for  a procedure
which i s  performed aspart of theprocess of preparing an i n d i v i d u a l  
f o r  transsexualsurgery, such as hormone therapy and e lectrolysis .  
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in  

Supplement Page 1 
t o  Addendum Page 1 

AMOUNT,  DURATION AND SCOPE OF SERVICES PROVIDED t o  Attachment j.1-A 
CATEGORICALLY N E E D Y  GROUP(S)  : all 

a .  

b .  

C. 

d .  

e. 

f. 

g -

Diagnostic, treatment.ortherapeutic procedures, and inpatient
hospitalstays for experimental,cosmetic,research,social or educa
tionalpurposes; 

Any services or for which theitems furnished provider does not  
usuallycharge; 

The day o f  discharge or transfer;  

Leave of Absence (LOA) or Pass w i t h o u t  medical permission; 

ofLeaveAbsence (LOA) or Passwith and without Medical Permission, 
when theTitle XIX patientis o u t  of thehospital a t  the time of the 
censuscount (12 midnight); 

Emergencyroom services provided on the same day as 'nnatient admis
sion; 

Hospital inpatientstayis n o t  covered when the fo l lowing  procedures 
or servicesare performed: 

1. Tuboplasty and steri l izationreversal  

2.  Implantation of nuclear-powered pacemaker 

3. Nuclear poweredpacemakers 

4. Inpatient charges related t o  autopsy 

5. 	 All services or procedures of a plast ic  o r  cosmeticnatureper
formed forreconstructivepurposes,including b u t  n o t  limited t o  
thefollowing: 

hairlipectomy, transplant,rhinoplasty, dermabrasion, chemabra
sion. 

6. 	 Transsexual surgical procedures for gender change or reassignment 
or treatmentpreparatory t o  transsexualProcedures(e.g. hormone 
therapy and e lectrolysis) .  

7. 	 The Department will n o t  pay f o r  a hospitalstay, medical services 
the includingor procedurestreatment of obesity, gastric

stapling. 
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to Addendum Page 1 
to  Attachment 3.1-A 

State of Connecticut 


AMOUNT DURATION AND SCOPE OF SERVICES PROVIDED 

CATEGORICALLY
NEEDY GROUP(S): ALL 


h. 


i. 


j. 


k. 


1. 


With the exception of a CT Scan no Title XIX reimbursementwill 

be made to a hospitalfor medical services provided to an 

inpatient outside of the per diem daily rate. 


The Department will not pay for drugs included in the Drug

Efficacy Study Implementation (DESI) Program that the Food and 

Drug Administration has proposed to withdraw from the market in 5 


notice of opportunity for hearing. 


Admissions and day(s)-of-care that do not meet established 

requirements for medically necessary acute careinpatient 

hospital services. 


Weekend admittances (Friday/Saturday), or discharges

(Sunday/Monday) unless they are medically necessary. 


Payment will be denied for general hospital inpatient recipients 
if the Department determines that the medical care, treatment or 
service does notor did not meet the established medically 
necessary and/or utilization review standard in accordance with 
generally accepted criteria and standards of medical practice, o r  
if they do not or did not comply with the other policies,
procedures, conditions and limitations established by the 
Department. This determination may be made at the time of prior
authorization, preadmission review, or retrospective review. The 
fact that a denial wasnot made at an earlier stage shall not 
preclude such a determination at a later stage. The Department 
is entitled to disallow the entirety or any portion of the stay 
and services provided they do not meet the medically necessary o r  
utilization review standard. 
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CONNECTICUT  

Revision: HCFA-AT-81-37(BPP) 

c': State  ' Addendum Page 2 
To Attachment 3 . 1 ~  

AMOUR?, duration A?!!? SCOPE OF SERVICES PROVIDED 
Categorically NEEDY GROUP(S): ALL 

h. 

1. 

j. 


k. 


1. 

m. 

n. 

0. 


P. 

4. 

The Department will not pay for the treatment of obesity. 

The Department will not pay for any immunizations, biological products and other products 
available to physicians free of charge from the Connecticut State Department of Health 
Services. 

The Department will not pay for any examinations and laboratory tests for preventable diseases 
which are furnished free of charge by the Connecticut State Department of Health Services. 

The Department will not pay for information provided by a physician over the telephone. 

The Department will not pay for cosmetic surgery. 

The Department will not pay for an office visit for the sole purpose of the patient obtaining a 
prescription where the need for the prescription has already been determined. 

The Department will not pay for cancelled office visits or for appointments not kept. 

Services are limited to those listed in the Department's fee schedule. 

No more than one (1) psychiatric evaluation in any twelve (12) month period per provider for 
the same recipient. 

No more than one (1) psychiatric therapy visit of the same type per day. 

No more than eight (8) persons per psychiatric group therapy session. 

Payment will be denied for physicians' services to general hospital recipients if the Department 
determines that the medical care, treatment or service does not or did not meet the established 
medically necessary and/or utilization review standard in accordance with generally accepted 
criteria and standards of medical practice, or if they do not or did not comply with the other 
policies, procedures, conditions and limitations established by the Department. This 
determination may be made at the time of prior authorization, preadmission review, or 
retrospective review. The fact that a denial was not made at an earlier stage shall not 
preclude such a determination at a later stage. The Department is entitled to disallow the 
entirety or any portion of the stay and services provided they do not meet the Medically 
necessary or utilization review standard. 
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Revision: HCFA-AT-81-37(BPP) 

S ta te  ' CONNECTICUT 	 Addendum Page .2 
To Attachment3.1 * 

AMOUNT, ANDDURATION SCOPE OF SERVICESPROVIDED 
Categorically NEEDY GROUP(S): ALL 

6. MedicalCare andanyother type of RemedialCare 

a. Optometrists 

Contact lenses will be covered, when such lenses provide better management of a 
visual or ocular condition than can be achieved with spectacle lenses for Unilateral 
Aphakia (after second eye is operated on a spectacle, lenticular cataract Rx will be 
supplied instead of additional contact lenses), Keratoconus, Corneal Transplant, and 
High Anisometropia. 

Soft contact lenses will not be covered unless necessary for treatment of corneal 
disease. 

Prescription sun glasses will be covered when light sensitivity which will hinder driving 
or seriously handicap the outdoor activity of a patient is evident. 

Trifocals will be covered only when the patient has a special need due to job training 
program or extenuating circumstances. 

Oversize lens will be covered only when needed for physiological reasons, and not for 
cosmetic reasons. 

Services and materials covered are limited to those listed in the Department's fee 
schedule. 

The maximum time covered for reconditioning and refitting of ocular prosthesis is one 
hour. 

Optometric services not covered: 

(a) Extended wearcontact lenses. 

(b) A sparepair of eyeglasses. 
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Revision: Addendum
HCFA-AT-81-37(BPP) Page 4 
to Attachment3.1A 

State Connecticut 


AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 

TO CATEGORICALLY NEEDY GROUPS: 


b. Psychologists

(1) No more than one (1) diagnostic interview or 


psychodiagnostic evaluation procedure the same type

in any twelve (12) month period per psychologist for 

the same recipient. 


(2) No more than one
(1) therapy visit of the same type per

day. 


(3) 	 No more than eight(8) persons per group therapy

session. 


( 4 )  	 Nomore than one (1) staffconsultation-forany
recipient per psychologist. 

c.
Podiatry 

(1) Payment will not be made for orthotic and/or corrective 


arch supports for recipients under age five. 


(2) 	Orthotic and/or corrective arch supports will be paid 

once every two years. 


d.ChiropracticServices 

(1) X-rays providedby a chiropractor are not covered. 


e. 	 NaturopathicServices 

(1) The administration of dehydrated foods is not covered. 
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Revision: HCFA-AT-81-37 (BPP) 	 Addendum Page4a 

To Attachment 3.1-A 


State Connecticut 


AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 

MEDICALLY NEEDY GROUPS: ALL 


f. NursePractitionerServices 


Services are limited to those listed in the Connecticut 

State Department of Social Services Regulation for Nurse 

Practitioner Services. 


g.DentalHygienistServices 


Services are limited
to those preventive and therapeutic

services performed by a dental hygienist with (2) years

of experience functioning within his or her scope of 

practice as defined under state law and licensed pursuant to 

Chapter 379a of the Connecticut General Statutes (CGS).

When performed in a public health facility, as defined in 

Section 20-1261(a) (2) of the general statutes, these 

services may be performed under the general supervision of a 

licensed dentistas defined in Section 20-1261(a)
(1) of the 

general statutes. The dental hygienist shall be responsible

for: (1) referral for treatment of any patient with needs 

outside of the dental hygienist's scope
of practice, and (2)

coordination of the referral process to dentists licensed 

pursuant to Chapter 379
of the general statutes. 


Service Limitations: 


Services are limited
to those services relevant to a dental 

hygienist's scope of practice and listed in the Connecticut 

State Department of Social Services Medical Services Policy

for Dental Services. 
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Revision: HCFA-AT-81-37(BPP) 

S ta te  CONNECTICUT 	 Addendum Page 5 
To Attachment 3.1A 

DURATIONAMOUNT, AND SCOPE OF SERVICES PROVIDED 
Categorically NEEDY GROUP(S) : ALL 

, 

-. 

7. Home Health Services 

Payment for home health services is not covered when: 

The patient is receiving or is capable of receiving outpatient services of the same type. 

The patient is receiving services which are not medically necessary. 

The patient is receiving the same home health services from more than one agency. 

The patient is receiving home health services for a condition that is not medical in 
nature, e.g., obesity. 

The patient is receiving home health services for a condition that otherwise would not 
be treated under the State plan. 

The home health services are for well child care, for prenatal or post-partum care. 

The procedure or service is of an unproven, experimental or research nature. 
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Addendum Page 6 
To Attachment 3.1:A 

StateConnecticut 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
CATEGORICALLY NEEDY GROUP(S) : ALL 

2. 	 I n t e r m i t t e n t  o r  Par t  Time NursingServicesprovided by a home hea l th  
agency o r  by a reg is tered nurse when no home hea l th  agency e x i s t s  i n  t h e  
area. When two o r  more n u r s i n g  p a t i e n t s  i n  t h e  same householdare 
r e c e i v i n g  s k i l l e d  n u r s i n g  s e r v i c e s ,  t h e  f u l l  r a t e  will be p a i d  f o r  one 
pa t i en t ,  and one-hal ftherateforeveryotherpat ientreceiv ing care.  

b. 	 Home HealthAideServicesprovidedby a Home Health Agency. Home Health 
aideservices i n  excess oftwentyhoursper week mustbe cos t  e f fec t i ve .  

c.Medicalsupplies,equipment and appl iancessui tab lefor  use i nt h e  home. 

These supplies,equipment and appl iancesareprov idedtopat ientsin  
t h e i r  ownhome throughmedicalsupply and equipment providers. 

d. 	 Physicaltherapy,occupationaltherapy, speech pathology and audiology 
servicesprovidedby a home hea l th  agency o r  medical r e h a b i l i t a t i o n  
f a c i l i t y .  

Coveredserv icesinc ludetheserv icesof  a l icensed speech pa tho log is t  
o r  t h e r a p i s t  employedoy or  under c o n t r a c t  t o  a home hea l th  agency. 

8 .  PrivateDutyNursingNotProvided 

9. Free-standing Cl in ic  Serv ices 

The Department will no t  pay f o r  any procedure orservicewhich i s  o f  an 

unproven,experimental orresearchnature. 


Payment will bedenied fo r  t he  se rv i ces  o f  phys i c ians  i n  f ree  s tand ing  

c l i n i c s  t o  g e n e r a l  h o s p i t a l  i n p a t i e n t  r e c i p i e n t s  i f  theDepartmentdetermines 

that  the medica l  care,  t reatment  or  serv ices does n o t  o r  d i d  n o t  meet the 

estab l i shed med ica l l y  necessary  and/or  u t i l i za t ion  rev iew s tandard  in  

accordance w i t h  g e n e r a l l y  a c c e p t e d  c r i t e r i a  and standards o f  medical 

p r a c t i c e ,  o r  i f  they do no t  o r  d i d  n o t  comply w i th  the  o the r  po l i c i es ,  

procedures,condit ions and l i m i t a t i o n se s t a b l i s h e d  by the  Department.This 

determinat ion may be made a t  the  t ime o f  p r io r  au thor iza t ion ,  p readmiss ion  

review, o rre t rospec t iverev iew.  The f a c t  t h a t  a denial  was no t  made a t  an 

ear l i e rs tagesha l lno tp rec lude  such a determinat ionat  a l a t e r  stage. The 

Department i s  e n t i t l e d  t o  d i s a l l o w  t h e  e n t i r e t y  o r  any po r t i on  o f  t he  s tay  

and services provided they do n o t  meet the medica l ly  necessary or  u t i  utilization 

reviewstandards. 


a. Menta l  Cl in icHeal th  Serv ices 

( 1  	 No more than one ( 1  therapysessionof the same typeper day per
c l i n i c  f o r  t h e  same r e c i p i e n t .  

( 2 )  	 NO more than one ( 1 )  psychiatric/psychological eva lua t i onin  any 
twe lve  (12)  month per iodperprov iderforthe same rec ip ien t .  

( 3 )  No more thane igh t  ( 8 )  personspergrouptherapysession. 

Supersedes es - 3 1990
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Approval 

Addendum Page 7 
t o  Attachment 3 . 1 - A  

M O U N T ,  DURATION AND SCOPE OF SERVICES PROVIDED 
CATEGORICALLY NEEDY GROUP(S) : ALL 

( 3 )  	 No more t h a n  one (1) methadone maintenance program c l in i cv i s i t  
w i l l  be paid per week forrecipient. 

b .  RehabilitationClinics 

(1) 	 No more than one (1) complete evaluationperyearinvolvingthe 
same treatmentmodalityperprovider for thesanerecipient. 

( 2 )  	 No more t h a n  one (1) f u l l  impedance battery, tympanometry t e s t  or 
electronystagmographyperprovider c l in ic  for the same recipient 
per year. 

session( 3 )  	 No more t h a n  one (1) treatment per day for the same 
procedure,perprovider clinic for the same recipient,exceptfor 
speech therapy which i s  limited t o  1+ hours per day. 

c .  Dental C1 clinics 

Limitations: See Dental Services,Section IO. 

d .  Medical Clinic 

(1) Family Planning Services 

( a )  	 No more t h a n  one (1) fo rm o f  b i r th  controlperrecipientper
v i s i t .  

( b )  No more than one (1) v i s i t  per day. 

v i s i t  per(c )  	 No more t h a n  one (1) i n i t i a l  provider per
recipient. 

( 2 )  Other ClinicServices 

No more than one (1) vis i t  perday, except when thepatient,
the encounter, a orafterfirst suffers new i l lnessinjury

requiringadditionaldiagnosis or treatment. 

10. Dental Services 

a .  Dental Services Covered 

(1) 	 No more t h a n  one (1) i n t r a o r a l  complete series radiographs
d u r i n g  any three ( 3 )  year perperiodprovider for the same 
recipient. 
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